further defined in three categories. The increase seemed in the main to arise from a rise in the number of claimants and in the frequency of their claims.
A number of factors may be worth considering in the purely medical field, but in the context of the increase in the number of claimants and the frequency of their claims, the following questions seem to arise: Are these rather vaguely diagnosed conditions of a greater severity now than formerly, or is there a greater readiness to stay off work on account of perhaps minor conditions which would not formerly have caused incapacity? Is there a psychosocial element? Is there a change in work conditions which demands greater caution on the part of both doctor and patient; for instance, has the tempo of work altered, or is it no longer possible in some situations to carry the lame member in a team operation? Is there an economic factor and, if so, what is its effect? An economic factor is possibly the easiest scapegoat, but it may be too facile to say it is a major factor. These questions, and there are doubtless many others, can be posed but not yet answered. It may be that the answers can come only from the field or the periphery, and not from the centre, where these figures and these questions have emerged.
Dr P J Taylor
(London School ofHygiene and Tropical Medicine, Keppel Street, London WCI)
National and International Trends
To a medical audience the expression 'the English sickness' would probably mean chronic bronchitis, but in recent years many people in industry and commerce on the Continent have been using the expression to describe a complex syndrome of economic and industrial difficulties which has as its symptoms high levels of sickness absence, other absenteeism, restrictive practices and wildcat strikes. A recent book by a political journalist (Einzig 1969) describes this syndrome and states: 'The Welfare State tends to encourage absenteeism. The high degree of absenteeism in Britain is one of the major causes why she is lagging behind other industrial nations. Even more working time is lost because of absenteeism than because of strikes'. Just as alarmist, of course, are the reports and comments by the press, particularly around each New Year's day. It is therefore not surprising that many people in Britain believe that our record of sickness absence must be the worst in the world. As far as I have been able to ascertain this simply is not true, even though the situation here is far from reassuring.
Although certified sickness absence in this country greatly exceeds both industrial injuries and strikes as causes of lost time (the proportions over the past few years have been 100:10:just over 1), it is misleading to suggest that the economic damage can be related to days lost. Sickness absence, which is present to a greater or lesser extent all the time, is like a debilitating illness; strikes are more catastrophic. Figures from the International Labour Office, published by the Department of Employment and Productivity (1969) , show that our national strike record compares favourably with those in countries such as the USA, Canada, Italy, France and Ireland. Turning to sickness absence, the difficulties of making direct comparisons are great. Enterline (1964) attempted this with limited reliability and his calculations placed Britain firmly in the middle of his international league table with a rate lower than those in West Germany, Sweden, France and Czechoslovakia. I have recently been able to obtain annual sickness rates from nine countries for the years between 1950 and 1968. All countries have experienced a rise in rates, particularly marked in the 1960s, and the relative deterioration that we have experienced in Britain has been exceeded in Sweden, Holland, West Germany and Italy (Taylor 1969) .
The different methods used by countries for the certification of medical incapacity for work have particular relevance for this meeting. For about twenty years Sweden has allowed the patient to declare his own incapacity to the Social Insurance Office for periods of up to one week. Two years ago they abolished the 'waiting day' principle so that patients are paid for the first day of incapacity. Their recent experience should make us cautious before following suit. The Netherlands use an independent certifying doctor who is not involved in treatment. Eastern European countries, on the other hand, which have a national occupational health service as an integral part of their health service, insist that workers -obtain certificates from the doctors at their factories. A recent law in Poland forbids general practitioners to issue certificates for more than one week when the patient is in bed, and for more than twenty-four hours when he is ambulant.
Section ofPhysical Medicine
Another method of national control is economic, by adjusting the amount of sickness benefit. It is often alleged that the rates of benefit in this country are now so high that men are financially better off when sick. In fact this applies only to lower paid workers with large families, if one is solely concerned with State benefits. For other workers such a situation arises because of the extra money paid by the company's sick pay scheme. If money were the only reason for staying away from work, it would seem more sensible to enquire why such workers ever want to return to work before their sick pay runs out. It is perhaps of interest to relate that during my recent visit to Poland many industrial doctors were incredulous when they heard that full normal wage is commonly paid in this country. There such generosity is restricted to sufferers from occupational injuries or diseases and tuberculosisthe latter to encourage patients to seek and maintain treatment. For the ordinary sick, 70% of usual wage was the standard rate of benefit when at home and 50% when in hospital.
Those of us who work in industry know thait the whole pattern of sickness absence has changed in the years since World War II. Spells of absence have become much more frequent, but of shorter duration, and this point came out very clearly at the recent research symposium on absence attributed to sickness (Society of Occupational Medicine 1968). This too applies to other industrialized countries, and the annual reports of the Department of Health and Social Security illustrate this by showing the dramatic decline in tuberculosis, pleurisy and skin disease, and the rise in minor injuries and subjective ailments, &c. What they do not record, however, is the widespread increase in very brief absences lasting for less than four days; these are particularly difficult as far as industry is concerned. Any foreman would prefer to lose one man for three months with a serious ailment rather than lose the same amount of time by frequent brief and unpredictable absences involving all or most of his men. Such absences are almost all due to largely subjective complaints or minor conditions such as upper respiratory infections and brief episodes of diarrhcea.
This raises the question of malingering, a word that many people seem reluctant to use these days. This is defined as the pretence of illness or the production or protraction of disease in order to escape duty (OED). If its definition is easy, its diagnosis is difficult. While most doctors in industry would agree that the invention of disease is not particularly common, the exaggeration of mild symptoms and the prolongation of spells certainly is. One is forced back to the definition of health; indeed, were one to use that of the World Health Organization, only a small proportion of us would be able to claim the complete physical, mental and social wellbeing that it requires. Under these conditions the man with a hangover on a Monday morning cannot be called healthy; is he therefore a malingerer?
When I worked in Indonesia the manual employees had an average of 5-6 days of sickness absence per annum. Returning to a similar plant in England where very similar terms and conditions of service applied, I found that the average worker had about 12 calendar days of absence. This was despite the fact that tuberculosis and malaria were endemic in the Indonesian community in addition to the usual diseases found in England. Others have shown that considerable differences in sickness rates and attitudes to illness can be found in different ethnic groups living in the same place (Zborowski 1952 , Collins 1962 .
There is an infinite gradation between complete health on the one hand and disablingly severe disease on the other. The decision to report sick or t-o stay away from work on the grounds of illness depends in almost every case upon the opinion, not of the physician, but of the patient. Each of us has our own self-set standard of health which we consider is necessary to enable us to work. For some the threshold is so low that it is difficult to avoid the term malingering, but for others it is so high that they persist in going to work despite serious disease.
In all industrializedand therefore 'advanced" -societies there has been a definite lowering of national or individual thresholds in terms of the quantum of ill health which people are prepared to tolerate. The increased standard and availability of medical care, and in Western countries the advertisements for patent medicines, all tend to increase the importance accorded to minor symptoms. This is possibly reinforced by higher standards of education and a public awareness of the need for early diagnosis and preventive care. We are still, however, in a society where most minor ill health is not reported to doctors, as the Bermondsey survey clearly showed (Butterfield 1968 ). The future prospects for the level of absence from work attributed to sickness are bleak indeed for all countries unless measures to control it are actively pursued.
At present both industry and the State require medical certificates to authenticate absence due to incapacity. Moreover, industry here and abroad considers that this demand .s in itself a disincentive to malingerers or those with trivial conditions. There is implicit in all this the belief that the doctor is able to assess the patient's ability not only to work but, more important, to follow his normal occupation. Whilst this may be valid at the extremes of health and ill health, in the great majority of cases the decision is far from simple; the doctor must rely upon the patient to supply relevant details about his job, and these are seldom provided in an unbiased manner. However, even medical opinion itself is inconsistent, as the survey in the USA by Moss et al. (1957) clearly demonstrated. Thus, after an uncomplicated inguinal herniorrhaphy in a healthy man of 50, a sample of 229 doctors (surgeons, GPs and industrial physicians) recommended times before return to work ranging from 1 to 10 weeks for light work and 2 weeks to 6 months for heavy work. Since it seems that at present we as a profession are unsure about the medically desirable period of absence, we must first attempt to set our own house in order. Dr James G Sommerville (Medical Rehabilitation Centre, 152 Camden Road, London NWJ)
The Impact of the Rehabilitation Services on Sickness Absenteeism
In 1912 a Committee of the British Medical Association reported on the results of treatment of 3,000 fractures, stressing that a good anatomical result did not necessarily mean a good functional result. Mal-union was present in 40% of the cases.
I have studied all the major reports concerning the need to develop rehabilitation services from 1935 to 1956 (see bibliography) and at the present time there is still another government enquiry being carried out into the need to develop the rehabilitation services of this country. A survey of all these reports appears to show that, except in times of war, more work has been expended on producing the reports of committees than in taking practical steps to resolve the problem. This does not imply that nothing has been done in the intervening period, but what has been achieved has been on a piecemeal basis. The question of rehabilitation of patients as a whole in this country has not so far been tackled on a national basis. However, there has been a gradual growth in our appreciation of the problem, a gradual increase in the scope of the investigations, a shift in emphasis from the simple fracture in 1912 to the entire field of rehabilitation in 1956.
It cannot be overlooked that the whole social attitude to illness has changed in this country. Illness has become respectable and, with the many statutory benefits now freely available, it may not necessarily prove to be financially unrewarding. Indeed, the unskilled labourer, disabled as the result of an accident at work, with a large family, may find the difference between his net weekly wage and his total benefit is scarcely appreciable.
It is true that the treatment of each patient must remain the responsibility of his own doctor. However, accepting this does not, in fact, produce the best answer as far as the individual patient is concerned. It must be stressed that rehabilitation should be initiated early in the treatment, and its use only as a salvage service is to be deprecated. Furthermore, GPs and hospital doctors alike should be much more aware of the social, industrial and domestic problems of gainful occupation, when disease or injury at an early stage is known to project difficulties in this area.
One of the main problems is to determine the yardstick by which the efficiency of the present services can be measured. This is difficult to achieve, but in people of working age the only relevant figure is that which states the total disability period for any particular patient; that is the time from the accident or onset of illness until the patient returns to work. In this respect there is an apparent degree of complacency on the part of the medical profession. There is certainly evidence that it takes longer now to recover from a fracture of the shaft of the femur than it did in 1914, despite the fact that antibiotics and internal fixation (to mention only two developments) should have made a significant difference in the intervening years.
Fractures of the Tibia and Fibula
There is a tendency to equate the need for intensive rehabilitation with the needs of patients who are severely and probably permanently handicapped. In order to dispel this implication, I have carried out an analysis of 233 patients who attended the Medical Rehabilitation Centre with
